Case report A 76-year-old woman with aphakic bullous keratopathy and high myopia in both eyes, but otherwise healthy, underwent a penetrating keratoplasty on her right eye. The patient received antibiotic ointment before and after surgery and dexamethasone phosphate for the following three weeks. On day 2 and day 10 a vitreous cloudiness was noted, which disappeared subsequently, and the patient was discharged from hospital.
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She returned to hospital on day 24 with infiltrates in the inner layers of the donor tissue, white fibrin clots in the anterior chamber, and a leucocoria. Smears from the conjunctiva were positive for Staphylococcus epidermidis. Topical tobramycin and systemic cefotaxime were administered without any effect.
On days 35 and 40 after the keratoplasty white intraocular material was removed by vitrectomy. Both aspirates were positive for Candida tropicalis. Antimycotic therapy was initiated with daily natamycin ointment and 0 75 ,ug amphotericin-B injections into the anterior chamber every third day. On day 50 no fungi could be cultured from an aspirate of aqueous humour. Her visual acuity increased to 20/40, and the corneal transplant was centrally clear.
One year later the patient underwent penetrating keratoplasty on her left eye without any complication. The donor of the first keratoplasty was a 54-year-old female alcoholic, who died of bronchopneumonia and pancreatitis. Candida tropicalis was cultured in life from a throat swab, and similar fungal elements were discovered postmortem in sections of the kidney by Fungiqual staining. On explantation, the second corneal button of the donor showed white infiltrates and was discarded.
Discussion
We suppose that in our patient Candida tropicalis was transmitted by infected donor tissue, particularly since C. tropicalis does not belong to the normal human microbial flora. The predisposition of alcoholics to candidosis is well known.' Although the donor did not fulfil the exclusion criteria for donor corneas,6 the infiltration of the discarded corneal button and the history of alcoholism of the donor should have been a reason for discarding the first cornea which resulted in endophthalmitis. To 
